The first graduating 0ϩ5 resident class prepares to enter the job market in the summer of 2012, and this survey seeks to understand the perception of the surgical community of this training paradigm.
Vascular Complications in Patients Undergoing Extracorporeal Membrane Oxygenation (ECMO)
Faisal Aziz, MD, Christopher E. Brehm, MD, Aly El-Banyosi, MD, David Han, MD, Robert G. Atnip, MD, Amy B. Reed, MD. Penn State Hershey Heart and Vascular Institute, Hershey, Pa Objective(s): Extracorporeal membrane oxygenation (ECMO) provides continuous long-term cardiopulmonary support. It has been speculated that patients undergoing ECMO via femoral arterial cannulation are more prone to develop peripheral vascular complications. The purpose of this study was to evaluate the incidence of peripheral vascular complications in this group of patients and outline the modalities used to treat these complications.
Methods: Data were collected for all patients who had femoral artery cannulation for ECMO therapy from June 2008 to October 2011. Primary outcome was any vascular complication. Secondary outcomes were 30-day mortality and amputation. Operative reports were reviewed to analyze the surgical procedures implied for treating vascular complications.
Results: During this time period, 101 patients (63.4% men, mean age 47.7 years) underwent ECMO therapy. Indications included cardiogenic shock in 61 (60.4%), pulmonary failure in 37 (36.6%), and combined cardiac and pulmonary failure in three (3%). Overall mortality was 42%, and 28% among those had vascular complications (P ϭ .30). Peripheral vascular complications developed in 18 patients (17.8%; 95% confidence interval, 10%-25%; Table) : two (11%) were managed nonoperatively and 16 (89%) needed surgical intervention. Eight patients (44.4%) required femoral endarterectomy with patch angioplasty. One patient required below knee amputation. None of these patients needed distal bypass.
Conclusions: Vascular complications among ECMO patients can typically be treated with femoral reconstruction. Development of vascular complications in ECMO patients does not appear to increase the risk of amputation or death. 
Objective(s):
This study investigated whether routine ambulatory medical evaluation by a nonvascular surgeon and the one-time screening ultrasound examination that is approved by Congress through the Screening Abdominal Aortic Aneurysms Very Efficiently (SAAAVE) Act are adequate for diagnosing abdominal aortic aneurysm (AAA) before rupture.
Methods: A retrospective record review was performed of all patients with ruptured AAA (rAAA) during a 7-year period. All patients who were evaluated in an ambulatory care setting Յ6 months of the date of rupture were identified. The outpatient encounter was reviewed, and clinical data were collected. These data were compared with clinical data collected from the date of rupture.
Results: Between January 2004 and December 2010, 160 patients were diagnosed with rAAA. Four patients were excluded due to misdiagnosis. Of the remaining 156 patients, 53 (34%) were evaluated as outpatients by nonvascular surgeons Յ6 months of the date of rupture and form the basis of this study. There were 37 men (70%), their average age was 73.5 years, average body mass index was 28 kg/m 2 , and average AAA size was 75 mm. A physical examination of the abdomen was documented in 37 of the 53 (70%) the encounters. Two (5%) had tenderness to palpation and three (8%) had a pulsatile mass. When the 53 patients with rAAA were evaluated by the vascular surgery service on the date of rupture, 28 (53%) had tenderness to palpation (P Ͻ .0001) and 26 (49%) had a pulsatile mass (P Ͻ .0001). Only 10 of these 53 patients (19%) would have been eligible for the screening abdominal ultrasound scan under the SAAAVE Act.
Conclusions: Routine medical evaluation in the ambulatory care setting along with the one-time screening ultrasound examinagion offered by Medicare are suboptimal tools for detecting AAA before rupture. Furthermore, even in the hands of trained vascular surgeons who are evaluating patients for possible rAAA, history and physical examination findings are diagnostic only half of the time. We need to rethink the screening process for patients at risk for AAA. 
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